Thomson: Intrinsic Epitheliorna of the Larynx method, the cyst collapsed and a small amount of blood exuded. A week later the voice had become clear and resonant. Protruding through the right ventrici,lar.orifice a small, reddish, firm-looking tumour was now seen, which disappeared into the ventricle on full adduction of the cords. Following two unsuccessful attempts at removal, owing to the tumour slipping away from the forceps and out of sight, the forcep blades were introduced sideways into the ventricle, and the growth, attached by a narrow pedicle, was removed.
DISCUSSION.
Sir WILLIAM MILLIGAN (President), whilst congratulating the exhibitor on the skilful way in which the growth had been removed, questioned the necessity of its removal if causing no symptoms.
Mr. D. L. SEWELL inquired if there was any previous injury to the larynx to account for the onset of hoarseness.
Dr. IRWIN MOORE suggested that this tumour mlight possibly be an angeio-fibroma.
.In his recent review on " Angeioniata of the Larynx," he had classed blood cysts under atypical cases. In the present case there might be some relationship between these two tumours, i.e., a dilated blood-vessel (cyst) and a papillomatous growth developing later into an angeio-fibroma. If so, it was fortunate that it had been removed in its early stage.
Dr. KELSON thought there was only one growth which originated from the ventricle and was partially removed at the first operation. He considered that increasing hoarseness for one year was a sufficient reason for removing a growth, and that in this case the procedure was more than justified.
Mr. CYRIL HORSFORD thought the first tumour was a submucous haemorrhage accompanying the original tumour in the ventricle. He asked whether the patient had increasing hoarseness as an explanation of the hnemorrhage. Mr. ATKINSON replied that in consequence of a year's hoarseness, he had removed the ventricular growth because of its liability to increase in size. The cyst had lno connexion with the ventricular tumiiour. There was no history of previous injury to the larynx.
Report by Professor S. G. Shattock, F.R.S. -Microscopic examination shows the tumour to be a soft fibroma of the mucous membrane; the delicate connective tissue which constructs it, and which is moderately rich in cells, being directly invested with stratified squamous-celled epithelium, without any intervening capsule, as are the minute fibromata of the cutaneous corium. The tissue is fairly well supplied with capillaries and larger thin-walled vessels, but no hbemorrhage has occurred into it, either recent or past. Intrinsic Epithelioma of the Larynx shown after Laryngo.
fissure. By Sir STCLAIR THOMSON, M.D.
PATIENT was previously shown before the Section on December 2, 1921,1' with an infiltration of the left cord. A laryngo-fissure, with removal of the left thyroid ala, was performed on December 3. The growth proved to be a squamous epithelioma. Patient was sitting out of bed the next day, out for a walk on the fourth day, and returned to Yorkshire on the eleventh day. 1 Proceedings, 1922, xv, p. 10. 
Sir WiLLIAM MILLIGAN (President), having seen this operation performed, said he was impressed with Sir StClair's technique. Many nmembers had performed the operation without removing the thyroid ala, and he asked in what proportion of these cases Sir StClair had not removed the cartilage, and how the after-histories compared with those in which the cartilage had been removed. He asked this because it was very desirable that the Section should be given a lead in this matter. He (the President) had had several cases in which he had not removed the thyroid ala, and the patients had been free from the disease for many years. Recently he had seen a patient on whom he had performed laryngo-fissure five and a half years ago without removing the ala, and theFe had been no recurrence until three months ago. Re-operation had shown that the thyroid ala was involved by the disease.
Mr. NORMAN PATTERSON reminded members that the partial removal of the thyroid ala had been introduced by Dr. Lambert Lack.
Mr. A. J. M. WRIGHT said some operators removed the thyroid ala with the growth; others elevated the growth from the cartilage, and then removed the ala. It appeared to him better to remove the growth and cartilage en masse, and he would like to hear opinions.
Mr. HERBERT TILLEY said lie could recall five cases alive at least ten years after he had performed laryngo-fissure. If the disease was recognized early, he considered it was unnecessary to remove the ala, as the growth had not then extended deeply from the surface of the cord towards the thyroid cartilage. But if during the operation a deeper involvement was evident, the cartilage should be removed with the growth. He would be largely guided as to procedure by the rapidity of the growth and involvement of the surrounding area. He referred to a case of malignant disease of the larynx of eight years' standing which had been seen successively by Sir H. Butlin, Sir Felix Semon, and Sir Charters Symonds, before the patient came to him (the speaker). The'former observers doubted its malignancy, but, on operation, the growth had all the appearances of epithelioma both macroscopic and microscopic.
Mr. F. H. DIGGLE said that in some cases the cartilage was involved and had to be removed. If removed, and recurrence took place, it was the perichondrium which was generally affected, and it was difficult to remove from that site. He asked Sir StClair Thomson what had been the percentage of recurrences in his cases since he (Sir StClair) had begun removing the ala.
Mr. ARCHER RYLAND remarked that apart frolmi the importance of eradication of the whole disease in these cases, there was the question of laryngeal patency to consider in connexion with the removal of the thyroid ala. It had been his experience in examining these cases after operation to find that in those instances in which the ala had been left intact, there was nearly always an undesirable degree of laryngeal stenosis, but when the ala had been freely excised, an excellent air-way resulted. This fact alone seemed to him a sufficient reason for removal of the thyroid ala.
Mr. E. D. D. DAVIS maintained that if the thyroid ala was excised, better access to the seat of operation was obtained-also the growth could be removed more freely and any bleeding point more easily secured. The thyroid ala, if left stripped of its perichondrium, was a source of sepsis and occasional necrosis.
Dr. W. HILL, referring to the patient mentioned by Mr. Tilley, said it was improbable that a case which had lasted eight years was malignant all the time. He knew of one patient treated by radiumn who survived six and a half years, also of another who lived five and a half years without any treatment. The rate of growth of malignant disease of the larynx varied greatly, and it was slowest in those sites which were isolated from the lymphatic supply. Again, in the larynx there was no tendency to early secondary infection through the lynmphatics.
Sir STCLAIR THOMSON (in reply) said he did not in his early cases remove the thyroid ala, thinking that if this was done, the side of the larynx would collapse, and that this would be followed by stenosis. But since he had removed the ala, a much freer glottis resulted. In the first thirty cases he did not remove the ala; in the last twenty he had remiioved it. It had been suggested that the ala, if left, acted as a barrier against the spread or recurrence of the disease; but he thought it was the perichondrium, and not the cartilage, which might limit the growth. A non-vascular piece of cartilage left after removal of the perichondrium must take weeks, even months, to granulate over smoothly. Removal of the ala gave more room at the operation, a larger glottis afterwards, and, he thought, a better voice; and there was quicker healing and less sepsis. If recurrence did take place, he did not think a second laryngo-fissure was of any use; a laryngectomy offered the only hope for the patient.
A Rare Bony Tumour (Compact Osteoma) of the Left Tonsil By HERBERT TILLEY, F.R.C.S. MISS T., aged 30, consulted me last February on account of a swelling in the region of the left tonsil which had been present as long as she could remember. Her chief symptom was pain at the base of the tongue, on the left side, caused by that organ rubbing against a "rough spot" on the swelling.
Examination revealed a swelling the size of a large walnut which occupied the region of the left tonsil and was covered with smooth normal mucous membrane except for an area the size of a threepenny-bit on its anterior surface. This was of a bluish-grey colour and felt like bare cartilage. The tumour was hard and only slightly movable on digital examination. The tone of the patient's speech was like that of a sufferer from quinsy.
On March 6, and under general anmesthesia, I made a vertical and transverse incision through the mucous membrane covering the tumour and enucleated it intact without difficulty and with so little bleeding that no ligature of vessels was necessary. The patient made an uninterrupted recovery. The voice lacks resonance because of the loss of tissue and wound contraction involved in the removal of the tumour. Posterior rhinoscopy shows that the lower half of the circumference of the cartilaginous portion of the Eustachian tube is absent, a condition possibly due to absorption by pressure of the upper end of the tumour. The tumour has been photographed, drawn, sectioned, examined and reported on by Mr. Howard Mummery.
(The specimen, drawings, sections, &c., were exhibited.) Report by Mr. Howard Mummery.-The first impression was that it was an odontome. Examination, however, showed that it was pure, hard, dense bone of very close texture, and containing no dentine. Sections of the capsule showed the presence of bone and of cartilage.
Sir WILLIAM MILLIGAN (President) said he had never seen any case like the present one, and thought that the tumour represented vestigial remains in connexion with one of the visceral arches.
Mr. TILLEY mentioned that Sir John Bland-Sutton said that in his experience he had never seen anything similar, and thought that the small hard nodule on the specimen suggested a tooth, and therefore it might be an odontome. He (the speaker) thought that it might be ossification of cartilage from the third branchial cleft. The
